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Cigarette Smoking among Adults — United States, 1999 


One of the national health objectives for 2010 is to reduce the prevalence of cigarette 
smoking among adults from 24% in 1998 to <12% (objective 27.1a) (7). To assess progress 
toward this objective, CDC analyzed self-reported data from the 1999 National Health 
nterview Survey (NHIS) about cigarette smoking among U.S. adults. This report summa 

zes the findings of this analysis, which indicate that, in 1999, approximately 23.5% of 
adults were current smokers, representing a modest decline in prevalence since 1993. If 
states were to invest resources consistent with CDC recommendations and implement 
proven interventions, the decline in cigarette smoking could be accelerated 

The 1999 NHIS adult core questionnaire was administered by personal interview to a 
nationally representative sample (n=30,801) of the U.S. noninstitutionalized civilian popu 
lation aged >18 years; the overall response rate was 69.6%. Respondents were asked, 

Have you smoked >100 cigarettes in your entire life?” and “Do you now smoke ciga 
rettes every day, some days, or not at all?” Current smokers were persons who reported 
both having smoked >100 cigarettes during their lifetime and who smoked every day or 
some days. Former smokers were those who had smoked >100 cigarettes during their 

fetime but currently did not smoke. Attempts to quit were determined by asking current 
smokers, “During the past 12 months, have you stopped smoking for 1 day or longer 
because you were trying to stop smoking?” Data were adjusted for nonresponses and 
weighted to provide national estimates. Confidence intervals (Cls) were calculated using 
SUDAAN 

In 1999, an estimated 46.5 million adults (23.5% [95% Cl=+0.6]) were current smok 
ers. Overall, 19.2% (95% Cl=+0.6) of adults were everyday smokers and 4.3% (95% 
Ci=+0.3) were some day smokers. The prevalence of smoking was higher among men 
25.7% [95% Cl=+0.9]) than women (21.5% [95% Cl=+0.7]) (Table 1). Among racial/ethnic 
groups, Hispanics (18.1% [95% Cl=+1.3]) and Asians/Pacific Islanders (15.1% [95% 
Cl=+3.1]) had the lowest prevalence of cigarette use; American Indians/Alaska Natives 
had the highest prevalence (40.8% [95% Cl=+8.6]). Adults who had earned a General 
Educational Development diploma had the highest smoking prevalence (44.4% [95% 
Cl=+4.5]); persons with masters, professional, and doctoral degrees had the lowest preva 
lence and met the 2010 objective (8.5% [95% Cl=+1.3]). Prevalence was highest among 
persons aged 18-24 years (27.9% [Cl=+1.9]) and 25-44 years (27.3% [(Cl=+1.0]) and 
lowest among those aged >65 years (10.6% [Cl=+0.9]). The prevalence of smoking was 
highest among adults living below the poverty level* (33.1% [(95% Cl=+2.0]) compared 
*Poverty thresholds for 1998 from the Bureau of the Census, Economics and Statistics 

Administration, U.S. Department of Commerce 
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TABLE 1. Percentage of persons aged >18 years who were current smokers*, by 
selected characteristics, National Health Interview Survey — United States, 1999 





Men (n=13,202) Women (n=17,599) 
Characteristic g (95% Cli 


° 





Total (n=30,801) 
%o (95% Cl) % 95% Cl) 











Race/Ethnicity’ 


4 


Education** 


Age group (yrs) 


Poverty status” 





with those living at or above the poverty level (23 


4% (9 Cl=+0.7]), and lowest among 
those with unknown poverty status (20.2% [95% Cl=+1.2] 
In 1999, an estimated 45.7 million adults (23.1% [95% Cl=+0.6]) were former smok 
ers; 25.8 million were men and 19.9 million were women. Former smokers constituted 
49.5% (95% Cl=+1.0) of persons who had ever smoked >100 cigarettes. Among current 
smokers, an estimated 15.7 million (41.3% [95% Cl=+1.5]) had stopped smoking at least 
1 day during the preceding 12 months because they were trying to quit 

During 1998-1999, significant changes in smoking prevalence (2) did not occur; how 


ever, since 1993, the prevalence of current smoking has slowly declined (Figure 1) 
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FIGURE 1. Prevalence of current smoking* among adults, by year — United States, 
1993-2001 
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yked >100 cigarettes during their lifetime and reported at the time of interview smoking 
very day or some days. Excludes respondents with unknown smoking status. Brackets 
ate 95 confidence intervals 


Sample adult core component of the National Health Interview Survey. Estimate for 
2000 based on data collected during January—June 2000 


To assess changes over time, 1993 data were compared with 1999 data’ (3). Overall 


prevalence of current smoking declined significantly from 1993 (25.0% [95% Cl=+0.7]) to 
1999 (23.5% [95% Cl=+0.6]). Data for 2000 (23.3% [95% Cl=+0.6]) and preliminary data 
for January—March 2001 (22.3% [95% Cl=+1.1]) suggest a continuing decline (4) 
During 1993-1999, no significant changes were observed in current smoking preva 
ence for any racial/ethnic group or for the population living below the poverty level; 
however, reductions were reported in adults with 12 years of education (from 29.2% 
[95% Cl=+1.2] to 26.3% [95% Cl=+1.1]), and in persons aged 45-64 years (from 26.0% 
[95% Cl=+1.3] to 23.3% [95% Cl=+1.0]). Prevalence of smoking among persons aged 
18-24 years has not increased significantly; this age group continues to have the highest 
smoking prevalence (2) 
Reported by: Epidemiology Br, Office on Smoking and Health, National Center for Chronic 
Disease Prevention and Health Promotion, CDC 
Editorial Note: After 4 years during which the prevalence of current smoking among 
U.S. adults remained unchanged (2), data from 1999 indicated a slow but significant 
decline; however, the 2010 objective of <12% for adult smoking prevalence will not be 
met unless the rate of decline increases significantly. The 2000 report of the Surgeon 
General (5 ) concluded that the 2010 objective could be met if comprehensive approaches 
to tobacco control were implemented fully. 


The first year NHIS asked about some day smoking was 1991; refinements were made to the 
questions in 1992. Since 1993, the full sample of adults has been asked identical questions 
about some day smoking 
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Public Health Dispatch 


Potential Risk for Lead Exposure in Dental Offices 


ecember 2000, the Washington State Health Department discovered white pow 
hat was found to be lead oxide in boxes used to store dental intraoral radiograph 
film. The Washington State Health Department alerted state health departments through 
it the United States. Subsequently, the Wisconsin Division of Public Health (WDPH) 
vestigation of dental offices in the state. This report summarizes the 
which indicated that similar storage boxes are used in Wisconsin. The 
ate that patients are at risk for exposure to a substantial amount of lead 

radiograph pro ire if the office stores dental film in these boxes 
March 2001, radiation safety inspectors in Wisconsin visited 240 


ot re 


vith radiograph equipment. Of these, 43 (18 stored radio 
ead-lined boxes. Of 11 dental offices in use for >20 years, four 
ised this storage method 


The boxes were usually made of wood and shaped like a shoe box. All boxes con 


tained a white powder residue. A bulk sample of the residue contained 77% lead identi 


fied as lead oxide. Visits to dental offices occurred before and after a mailing had been 
sent by WDPH to all dental offices with radiograph equipment warning about possible 
ead exposure and recommending that lead-lined storage boxes be discarded. Many 
ffices discarded the boxes before the inspection. In one office, after receiving the warn 
ng, paper was placed in the bottom of the box and film was placed on top of the paper. In 
another office, dental instruments had been placed in the box. Other offices used a 
vertical wall-mounted, lead-lined film dispensing box. Some of these boxes and the film 
n them also contained lead 
A mock dental radiograph procedure was performed during which wipes were placed 
yn the tips of a dental hygienist’s fingers whenever a patient’s mouth was touched 
Analysis of these wipe samples found 3,378yg lead that could have been transferred 
from the hygienist’s fingers to a patient’s mouth. Lead also could have been introduced 
directly from the film. Wipe samples of eight film packets from two dental offices that 
used the lead-lined storage boxes identified average lead levels of 3,352yg (range 
262 g-34,000pyg). During a typical radiographic procedure, usually conducted once per 
year, >4 separate views are taken. When children’s teeth develop to the point where 
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adjacent teeth touch (usually age 3 years), radiographs may be taken if the dentist 
suspects decay 
Because of the increased susceptibility of children and the developing fetus (7), lead 
exposure is particularly dangerous for children and for women who are or may soon 
become pregnant. The approximate half-life of lead in blood is 25 days (2); as a result 
the window for identifying lead exposure following dental radiographs is a few months 
Health-care providers who discover high blood lead levels of unexplained origin should 
consider this possible route of exposure 
Advances in dental radiograph technology have reduced scatter radiation—the 
2ason for protective boxes—making lead-lined radiograph storage boxes unnecessary 


Because lead oxide cannot be removed adequately, the film packets stored in lead-lined 


boxes and the film packets stored in them shouid be discarded 


\ mi 


rted by: MC mber ' Vi Bun 7) 
. , 
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Public Health Dispatch 


Acute Flaccid Paralysis Associated with Circulating 
Vaccine-Derived Poliovirus — Philippines, 2001 


Three cases of acute flaccid paralysis (AFP) associated with circulating vaccine 
derived poliovirus (cVDPV) isolates were reported in the Philippines during March 15 
July 26, 2001. The first case-patient, a child aged 8 years from northern Mindanao island 
500 miles south of Manila) who had received 3 doses of oral polio vaccine (OPV), had 
ynset of paralysis on March 15. A second child, aged 3 years from Laguna province on 
Luzon island (60 miles south of Manila) who had received 3 OPV doses, presented with 
signs of Meningitis but no paralysis on July 23. Athird child, aged 14 months from Cavite 
province (25 miles from Manila and 45 miles north of Laguna province) who had received 
2 OPV doses, had onset of paralysis on July 26. No patients had traveled outside of their 
province of residence since birth. Characterization of isolates from the three patients 
revealed type 1 polioviruses derived from Sabin vaccine strain type 1, with a 3% genetic 
sequence difference between Sabin 1 vaccine and vaccine-derived poliovirus (VDPV) 
isolates. The three polioviruses are not identical but are closely related (>99% sequence 
homology); they also appear to share an identical recombination site with a nonpolio 
enterovirus in the noncapsid region of the genome 

Following cVDPV outbreaks in the Dominican Republic and Haiti (Hispaniola) during 
2000-2001 (7), the global polio laboratory network implemented additional testing 
requirements for all polioviruses under investigation, prospectively and retrospectively 
Both an antigenic-based (ELISA) and a molecular-based test (probe hybridization) are 
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used to determine whether a poliovirus is wild or derived from vaccine (i.e., intratypic 


differentiation [ITD]). Divergent ITD results (one test showing vaccine-derived and the 
other wild-type virus) for any poliovirus isolate now require genomic sequencing of the 
suspect isolates. Retrospective testing of >2,000 vaccine-related isolates from AFP cases 
globally has revealed no additional cVDPVs, although testing results of other isolates in 
the laboratory network are pending. The cVDPVs from the Philippines were detected 
after the implementation of new testing requirements for prospective virus investiga 
tions 

In response to these cases, the Department of Health in the Philippines 1) enhanced 
surveillance by active record review for AFP cases in hospitals and other health-care 
facilities in the affected and neighboring provinces, 2) established surveillance to 
conduct virologic investigations of aseptic meningitis at major health-care facilities, 
3) collected stool samples from healthy contacts of case-patients, 4) conducted field 
nvestigations of clustered AFP cases to determine the extent of cVDPV circulation, and 
5) assessed polio vaccination coverage in these communities. The investigations have 
found no unreported cases, although some AFP cases remain under investigation. To 
interrupt cVDPV circulation, a large-scale mass vaccination campaign with OPV is planned 

Low routine vaccination coverage is one of the most important causes of VDPV 
Because the location of the originating events is unknown, the contribution of other 
factors is difficult to assess; however, a combination of two concurrent events within the 
virus is necessary for cVDPV emergence: reversion of attenuating mutations to increase 
neurovirulence, and a presumed increase in transmission characteristics that might be 
related to recombination with a nonpolio enterovirus. The molecular basis for the second 
property is not understooc 

Wild poliovirus was last reported in the Philippines in 1993 (2), and national vaccina 
tion rounds were last conducted in the Philippines in 1997 followed by subnationa! immu 
nization days in 1998 and 1999. Among the areas covered were Cebu, Davao, Manila, 
and parts of Mindanao; however, coverage did not extend to the three provinces now 
reporting cVDPV cases. Routine coverage with 3 OPV doses has been approximately 
80% nationwide since the early 1990s; however, coverage gaps are likely, particularly in 
slum areas 

Travelers to the Philippines should ensure that they are vaccinated appropriately 
against polio according to national recommendations (3) 
Reported by: National Epidemiology Center, National Center for Disease Prevention and 
Control, Research Institute of Tropical Medicine, Dept of Health; World Health Organization 
Manila, Philippines. Regional Reference Laboratory, Victorian Infectious Diseases Reference 
Laboratory Fairfield Victoria, Australia. Global Specialized Laboratory, National Institute of 
Infectious Diseases, Tokyo, Japan. Vaccines and Biologicals Dept, World Health Organization 
Geneva, Switzerland. Respiratory and Enteric Viruses Br, Div of Viral and Rickettsial Diseases, 


National Center for infectious Diseases; Vaccine Preventable Disease Eradication Div, National 
Immunization Program, CDC 
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Weekly Update: West Nile Virus Activity — 
United States, October 3-9, 2001 
The following report summarizes West Nile vi: 


CDC through ArboNET and verified by states 
2001 


us (WNV) surveillance data reported to 
na otner 


jurisdictions as of October 9 


During the week of October 3-9, no human cases of WNV encephalitis were reported 
During the same period, WNV infections were reported in 323 crows, 108 other birds 
and five horses. A total of 51 WNV-positive mosquito pools were reported in f 


ve states 
Georgia, Kentucky, Michigan, New York, and Pennsyivania 


During 2001, 25 human cases of WNV encephalitis have been reported in New York 
six), Connecticut (five), Maryland (five), Florida (four), New Jersey (four), and Georgia 
occurred in Georgia. Of these, 13 (52 cases occurred in females 
71 years (range: 37-81 years), and dates of 


ne); one death 


median age was onset ranged from July 13 
to September 11. A total of 3,383 crows and 1,299 other birds with WNV infection were 
reported from 25 states and the District of Columbia (Figure 1); 113 WNV infections in 
ther animals (all horses) were reported from 11 states (Alabama, Connecticut, Florida 
rgia, Kentucky, Louisiana, Massachusetts, Mississippi, New York 

jinia); and 671 WNV-positive mosquito poc 


se 


Pennsylvania, and 
Is were reported from 14 states (Connect 
it, Florida, Georgia, Illinois, Kentucky, Maryland, Massachusetts, Michigan, New Hamp 
New Jersey, New York, Ohio, Pennsylvania, and Rhode Islan¢ 
wtione 


1) 
al information about WNV activity is avail www.cdc.gov/ncidod 
westnile/index.htm> and <http://cindi 


usgs.gov/hazard/event/west_nile 
e.ntmi> 


FIGURE 1. Areas reporting West Nile virus (WNV) activity — United States, 2001* 














As of October 9, 2001 
Mississippi reported WNYV infection in a horse but no birds 
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Notice to Readers 


Ongoing Investigation of Anthrax — Florida, October 2001 


On October 4, 2001, the Palm Beach County Health Department (PBCHD), the Florida 
State Department of Health (FSDOH), and CDC reported a case of anthrax in a 63-year 


id resident of Florida. The patient was hospitalized with the respiratory form of anthrax 


and subsequently died. PBCHD, FSDOH, and CDC initiated an epidemiologic investiga 
tion and public health surveillance to identify how infection with Bacillus anthracis 
nfact 


occurred anda erit tions 


ind to identify oth 


An environmental investigation identified one 
sample taken from the patient's workplace (Ame 


as positive for anthr 


rica Media Inc. [AMI], Boca Raton, Florida) 
nthracis also was identified in one nasal sample from another 
1g, wh 


ax B 
worker in the same build 


h suggests exposure. Testing of additional samples is in 
progress. Public healt! n conjunction with the Federal Bureau of Investigation 
ire continuing the invest 


In response to these cases, PBCHD is evaluating e" 
treatment t 


) persons who mignt Nave 
4 


d offering prophylactic antibiotic 
> been in the building for at least 1 hour since August 


lIness is usually 1 


The incubation period from exposure to onset of 7 days but may be 
1p to 60 days. Symptoms of inhalational anthrax include fever, muscle aches, and fatigue 
> systemic illness. Workers and visitors associated with the 


sated thoroughly to 
th exposure to anthrax should con 


provide information that may assist this 


irrent as of October 10, 2001. Additional informa 
Wwestigation, prophylactic antibiotic treatment guidelines, and 
anthrax is available from CDC at <h 


<http://www.bt.cdc.gov 
the management of 


velop such symptoms should be evalt 
iude an ) evaiuate persons 
tate cal heaith department to 


tact their 


nvestigation. | his information was Ct 
tion about the Florida 


Public health guidance about 
anthrax threat letters or packages can be found at <http 


Wwww.cac.gov/mmwr 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending October 6, 2001, with historical data 


CASES CURRENT 


DECREASE INCREASE 4 WEEKS 


DISEASE 


Hepatitis A 

Hepatitis B 

Hepatitis C; Non-A, Non-B 
Legionellosis 

Measles, Total 

cal infections 

Mumps 

Pertussis 


Rubella 


Ratio (Log Scale) 


8eyond Historical Limits 


A 


No rubella cases were reported for the current 4-week period yielding a ratio for week 40 of 
zero (0) 

Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE !. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending October 6, 2001 (40th Week)* 





Cum. 2001 Cum. 2001 





Pe 


sittacosis 
) fever 
Rabies, humar 
Rocky Mountain spotted fever (RMSF 
Rubella, congenital syndrome 
Streptococcal disease, invasive, grout 
Streptoc 
Syphilis, con 
Tetanus 
wester ne Toxic-shock s 
Jisease (leprosy 5 Trichinosis 

nonary syndrome Tularemia 
iremic syndrome, postdiarrheal Typhoid fever 


n, pediatr 1K Yellow fever 











Plague 





) reported cases 
*Incidence data for reporting year 2001 are provisional and cumulative (year-to-date 
Not notifiable in all states 
Updated monthly from reports to the Division of HIV/AIDS Prevention Surveillance and Epidemiology, National Center for HIV 
STD, and TB Prevention (NCHSTP). Last update September 25, 2001 
*Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 


weeks ending October 6, 2001, and October 7, 2000 (40th Week)* 
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NETSS 


PHLIS 





AIDS 


Chlamydia 


Cryptosporidiosis 


Cum 





Cum 
2001 


| 


Cum 


2000 





Cum 


2001 


Cum 
2000 








Cum 


| 


Cum 





Cum 





Cum 
2000 


2001 


Cum 
2000 


2001 





2001" 


2000 


Reporting Area 





ve (year-t 

jividu ases can be reported through both the Nat 
Health Laboratory Informat System (PHLIS 
a refers to genital infections cau 
»m reports to the Division of HIV/AIDS Pre 


25, 2001 


sed by C. trachomat 


hiamyd 
* Updated monthly 
TB Prevention. Last updated September 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 6, 2001, and October 7, 2000 (40th Week)* 





Hepatitis C Lyme 
Gonorrhea Non-A, Non-B Legionellosis Listeriosis Disease 
Cum Cum Cum Cum Cum. | Cum Cum Cum Cum 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 6, 2001, and October 7, 2000 (40th Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending October 6, 2001, and October 7, 2000 (40th Week)* 





Reporting Area 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending October 6, 2001, 
and October 7, 2000 (40th Week)* 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending October 6, 2001, 
and October 7, 2000 (40th Week)* 





Meningococcal 
Disease Mumps Pertussis 





Cum Cum Cum 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
October 6, 2001 (40th Week) 





Reporting Area 


All Causes, By Age (Years 








All 
Ages 
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Total 


Reporting Area 


All Causes, By Age (Years 
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